Medicine has recognized for several years the importance of emphasizing throughout the clinical teaching of the student, the social and public health factors involved in the disease entity itself, as well as in relation to individual patients. Because of this emphasis, the Department of Public Health was organized as one of the basic divisions of the School of Medicine and its program was carefully integrated into the general curriculum. In 1929, as a part of the teaching given by the Department of Public Health, clinical conferences were established for the purpose of "helping medical students to secure a better understanding of the backgrounds of the people with whom they work, of the various community resources available, and of the relation of the physician to the total situation."t In 1933, when the Medical Social Service Department of the New Haven Hospital was established, the medical social worker was invited to participate in these clinical conferences and in the preparation of the case studies by students in their fourth year. Because of the limitation of time of the Social Service Department, only approximately onehalf of the students prepare their case studies with the advice and assistance of the case worker and we believe, for reasons explained later, that the student gains more from the experience when the work is prepared in this way. In this presentation we shall give an illustration of this teaching process when the medical social worker participates in the case study with the student and takes part in the seminar.
Yale University School of Medicine has recognized for several years the importance of emphasizing throughout the clinical teaching of the student, the social and public health factors involved in the disease entity itself, as well as in relation to individual patients. Because of this emphasis, the Department of Public Health was organized as one of the basic divisions of the School of Medicine and its program was carefully integrated into the general curriculum. In 1929, as a part of the teaching given by the Department of Public Health, clinical conferences were established for the purpose of "helping medical students to secure a better understanding of the backgrounds of the people with whom they work, of the various community resources available, and of the relation of the physician to the total situation."t In 1933, when the Medical Social Service Department of the New Haven Hospital was established, the medical social worker was invited to participate in these clinical conferences and in the preparation of the case studies by students in their fourth year. Because of the limitation of time of the Social Service Department, only approximately onehalf of the students prepare their case studies with the advice and assistance of the case worker and we believe, for reasons explained later, that the student gains more from the experience when the work is prepared in this way. In this presentation we shall give an illustration of this teaching process when the medical social worker participates in the case study with the student and takes part in the seminar.
Purpose of the Teaching The purpose of the medical social worker in this teaching is to have the medical student secure from his case study and discussion a knowledge of an individual who is sick in relation to his social and psychological setting, in an effort to make clear the effect of the * From the Social Service Department,, New Haven Hospital, and the Department of Public Health, Yale University School of Medicine.
t Clinical-Public Health Case Conferences. Ira V. Hiscock: Yale J. Biol. & Med., 1935, 7, 459-64 , and J. Asso. Am. Med. Coll., 1939, 14, 79-87. various factors on his illness and its treatment. With an awareness of the personal, emotional, and environmental factors which contribute to the patient's problem, the student recognizes the fact that illness cannot be treated apart from these factors, and that in many instances, in order to treat adequately the illness, the contributing or hampering obstacles must also be treated. This leads to a discussion of methods of treatment, including participation of the patient in the treatment process, cultural patterns, use of community resources, adequacy of social legislation, and the like. An effort is made to have the student critically study the situation to determine in what way any or all of the presenting difficulties might have been avoided so that he may apply in future cases any preventive measures possible. Only indirectly is the function of the medical social worker explained, for through the case study the use of the medical social worker as a consultant becomes obvious. In order to direct the interest aroused in the assistance which the social worker can give to the physician, either in study or treatment of the social factors involved in a given case, an effort is made to leave clearly in the minds of the students those community resources which will serve as allies to him as a private physician. The emphasis, therefore, throughout the study is on the social component in illness and the variability of that component patient by patient.
Method
The following major fields are studied and discussed in the seminars: Each student may indicate his choice of diagnosis and, so far as is possible, his choice is allowed. He may suggest a particular patient whom he has examined or observed in his clinical experience, and if the case seems to have possibilities for teaching, the student's choice is accepted. If not, other suggestions are received from the clinical instructor or the medical social worker, and all cases are reviewed by the clinical instructor and the Professor of Public Health to make certain that the case presents sufficient possibilities to make it a valuable experience for the student. All students who select cases already known to the Social Service Department, and about five students each year who select cases not known to the department, proceed to study their cases with the advice of the social worker. The student reads the medical history, discusses the case with the physician, and then consults with the medical social worker. At this point the student may or may not read the social history, depending on the history and on the problem. In a given case it may seem advisable for the student to have all data available; in another instance it may seem more creative for the student to have only so much as will make his understanding of the problem clear and thus help him in his interview in the home. Whether or not the social history is read, the student discusses the case with the medical social worker and together a plan for the student's study is formulated. This usually includes one visit to the patient's home and one to a community agency to be used in the treatment of the social problem. Other visits may be made, depending on the problems in the case and on the interest of the student. The medical social worker always prepares the patient and the agency for the reception of the student, in order that the student may receive the maximum profit from his visits. As the student progresses, he keeps in touch with the medical social worker and assumes no responsibility for treatment of the situation, other than that agreed upon by the medical social worker. This has seemed necessary in order to protect both patient and student, and in order to make the experience a more skillful and professional one. The study of a given patient may be supplemented by the reading of reference material; this again is dependent on the student and the degree to which his interest is aroused.
After the student has completed his study, he prepares a case history which he submits to the medical social worker for her suggestions. This history is also reviewed by the Director of the Social Service Department, who participates in the discussion in the seminar. Her responsibility is to clarify any points not adequately emphasized and to try to lift the discussion from the individual case to other problems not brought out in the particular case but frequently associated with the disease. The student then makes such additions or corrections to his paper as he wishes, discusses it with the Professor of Public Health, and later presents it to the fourthyear class in seminar in completed or in summarized form, depend-ing on the problems and the number of cases scheduled. There are present at the seminar besides the students, the Professor of Public Health, who conducts the seminar, the clinical professor in the department from which the cases were selected, the Director of Medical Social Service, and such other discussants as the cases indicate, such as the city health officer, or his representative, a representative from the Visiting Nurse Association, or social workers concerned in the case. The students raise questions after the. case is presented and these are discussed by the group.
Illustrative Case Study For the purpose of this paper a fairly simple type of case, known to the Medical Social Service Department, was selected and assigned to a student. In order to show the method of teaching and the teaching material, the various discussions between the medical social worker and the student were recorded by a secretary as fully as was possible, and are here presented with the purpose of demonstrating the procedure outlined above. Since it is impossible to determine in advance what case or what student will give the most complete results, we proceeded with a rather clear-cut case and with an interested student. The results are average, as we view the total material for the year.
To clarify this material, the following summary of the case is given up to the time when the student entered the picture:
CASE OF MARY KELLY Reason for Social Study
Mary Kelly, a 33-year-old married woman with a 19-month-old child, was taken under social treatment when her husband consulted the medical social worker on December 7, 1937, regarding care for the patient at home. The patient had an inoperable carcinoma of the nasopharynx in the terminal stage. She was insisting on leaving the hospital as she felt she was getting no better and wanted to be home for Christmas, so that she could see her child. Her husband was uncertain as to what he should advise her. Dr. F, acting resident, Surgical Service, felt it would be better for the patient to remain in the hospital, but in view of her great desire to go home he would agree to discharge, providing adequate care could be given in the home. The patient had not been told her diagnosis or prognosis, although Mr. Kelly believed she suspected it.
Medical Data
The past history was essentially negative; the illness started 1Y2 years before the first admission to the New Haven Hospital on March 8, 1937. In September, 1936, a diagnosis of carcinoma was made in another hospital and treated by x-ray. Two months before admission to the New Haven Hospital, she began to have constant dull pain throughout the left side of the face. She was in the New Haven Hospital from March 8 to 15, 1937 Personal History of the Patient: No early history was obtained. She is a small woman, appearing very ill. Her face is swollen, making her extremely unattractive. She is very thin and one wonders how she is even able to be about. She has always been quick and when deciding to do anything, would do it immediately. Since her illness she has become impatient and unreasonable in her demands. When talking, she will suddenly stop in the middle of a sentence, seemingly unable to concentrate on what she is saying. She has a poor memory.
The ward nurses report that at times she is very demanding and mentally confused. She keeps track of the time she is to be given her hypodermics and when confused regarding the hour, believes that she is neglected. She cries easily and reports to Mr. Kelly how poorly she is cared for. She is determined to go home and has been making a great effort to show that she is able to be up by insisting recently on walking about and sitting up for several hours. Her diet, consisting mainly of liquids, is taken poorly. She is determined to go home so that she can see her child and go to her mother's home for Christmas. She has told her husband that she feels that this is her last Christmas. She has not seen the baby since summer and weeps whenever she speaks of her.
Living Summary of Medical Social Treatment: Mr. Kelly came to the office to discuss plans for the patient. He felt admission to a cancer home or chronic hospital in a nearby city was out of the question as it would mean the patient might learn her diagnosis, and would be unhappy away from him. Although he believes she suspects she has cancer she has never mentioned it and he wishes to spare her this knowledge. Although able to see her child in a nursing home, he doubted if she would agree to go to one as she was determined to go home.
The difficulties of home care were pointed out to Mr. Kelly, namely, securing a practical nurse who could give morphine hypodermically and who would also do the housework, the securing of morphine, the planning for the patient's care at night, and the increased burden on Mr. Kelly. Arranging home care would mean borrowing money or financial assistance of some sort. As there were no relatives who could care for the patient, Mr. Kelly preferred her remaining in the hospital, but felt he should gratify her wishes as far as possible. Two days later he reported he had decided to take her home, as it was the only thing to do to please her. He wished the worker's assistance in finding a practical nurse to come in from 7:30 A. M. to 5:30 P. M. on week days, and from 7:30 A. M. to 12:30 P. M. on Saturdays. He would assume the patient's care at night and over week-ends. The worker questioned-whether he could continue work with the interrupted sleep at night and he believed he could, since the patient was not expected to live very long. He could pay $10 to $15 a week for a practical nurse and might be able to borrow from relatives if necessary.
A practical nurse at $15 a week was secured; Mr. Kelly was taught to give morphine hypodermically as he would have the night care, and the patient was discharged home December 13, 1937, her care having been gone over carefully with the practical nurse. Payments on the hospital bill were discontinued until after the patient's death and a free bed for half of hospital bill was granted; Mr. Kelly's bill was thereby cut down to $150. Mr. Kelly was to communicate with the worker if he was unable to borrow the money needed in paying the nurse. The patient's family disapproved of her returning home and stated they would hold Mr. Kelly responsible if anything happened to her, although they were aware of her condition. Because of this attitude Mr. Kelly feared they would be unwilling to assist financially in carrying out the plan.
Mrs. Kelly proved difficult to care for at home; she complained of the practical nurse, was disagreeable, quarreled frequently with the nurse, had frequent temper tantrums, and was very demanding. After two weeks Mr. Kelly reported he needed financial assistance to pay for the nurse. It was agreed that the Social Service Department would supplement the income by $7 weekly toward payment of the nurse, his income being deficient by that amount to cover expenses.
The situation continued to be difficult at home, and both Mr. Kelly and the practical nurse became worn out. The greatest strain on Mr. Kelly was due to seeing the patient suffer, as the morphine dosage did not relieve her pain completely. She became despondent, felt neglected, and had to be watched constantly. She became suspicious and kept asking questions about her condition. X-ray therapy in the clinic once weekly was started February 4, 1938, for psychological reasons only. Mr. Kelly mentioned nursing-home care of the patient on one occasion, and this upset her tremendously as she thought he was trying to get rid of her. He now felt this would be the best solution.
[Note: At this point the worker held her first conference with student. The patient was at home with the practical nurse, and the medication not relieving her. Mr. Kelly, becoming worn out, was beginning to feel that she might be better cared for in a nursing home.]
Worker's Plan for the Student in This Case: It was proposed to determine whether the student had any particular plan in mind for working up the case. If so, discuss with him its effectiveness; if not, to suggest the following method.
1. To see the patient and her practical nurse when they come to the Tumor Clinic on their next visit. He should then visualize the patient rather than interview her. Interviewing the patient seemed unwise in this particular case due to her mental state.
2. To see the husband at the hospital, to note his reactions to the plan that had been made for the patient's care and secure any facts the student may wish. This will be advised rather than seeing Mr. Kelly at home as it would be impossible for the student to interview him there since the patient never leaves his side.
3. To visit the other resources in New Haven for the care of chronic patients to give the student a knowledge of the facilities and their adequacy for the care of such patients. The two resources would be the city infirmary and a private nursing home.
4. After the above have been carried out, to read the social record. It seemed best to have him read it at this time rather than at first as he will be aware of the resources discussed in the record and will know both the patient and her husband.
5. This to be followed by discussion of the case with the student prior to writing his paper.
6. Discussion with student and Director of the Social Service Department should take place after the paper is submitted.
7. Finally, the student should present in seminar his material to the class. Mr. Kelly is willing, but reluctant, to have you visit the home, since he feels it would make things more difficult as he could not explain the reason for your visit. In view of his feelings, it would seem best that we arrange for you to see the patient in the clinic and talk to Mr. Kelly. The patient is mentally confused and could not tell a great deal so there is no point in interviewing her. Student-Is she confused because of medication or metastases to the brain? M.S.W.-I cannot answer that question as it is a medical one, but she does have brain metastases. She is a person that is very impatient and rushes in to the examining room, even though the doctor is busy with another patient, and wants to be taken care of right away. Her irritability seems to have come on since her illness. She was always quick and wanted everything done right away, but was very easy to get along with. The patient now has a practical nurse we secured caring for her during the day. Her husband gives her care at night.
I thought that probably we might work out something like this for your study: You talk to the husband and get his reaction to the situation. The patient, with her practical nurse, will come in to the Tumor Clinic on Tuesday morning for x-ray, and if you wanted to see her, it might be well to see her then. I believe you would get just as much out of it as from a home visit. Under the circumstances it might be interesting if you saw some of the other resources for care of this type of patient outside of an acute hospital, such as private nursing homes and institutions for chronic cases. Mr. Kelly works all day, but will come to the hospital after work. He comes every other night to get-a prescription from Dr. L. at about 5:30. The nurse remains at home until he is back. His telephone number at work is 1234. I have explained to him that you are interested in the type of care that patients like his wife can receive outside of the hospital. He can tell you how satisfactory the arrangement has been and how well it has worked out. He has been hoping that it would not be necessary for you to visit the home as he was afraid he would not be able to explain your visit to the patient and he felt it would be better for him to talk to you at the hospital. After you have visited these places you can read our social record and we can get together and discuss any further questions you have or points you wish to raise. When will you be ready to see me? Student-Probably next Friday. This will give me a week to go over things in detail. The whole business is not as simple as it sounds. The cases already presented in the seminar have been worked out through social agencies concerned and their work evaluated. I assume we are to see what facilities there are for patients of this type for terminal care, both from the medical and social aspect. M.S.W.-I think this case, after you have talked to Mr. Kelly, will be interesting-to see what effect this plan has had on him and the family group, whether it is working out satisfactorily for them, and to discover the difficulties that can arise in carrying out such a plan. Student-There is a little more than appears on the surface. M.S.W.-After you have seen these people, suppose that before Friday you read our record; it will be available in this office. [Note: The next appointment was for Friday, February 18, at 3 P. M., the worker deliberately did not go into a full discussion of the case or of the resources, although the student raised questions on them. It was felt that discussion after the student had worked up the case would be more beneficial.]
Student
Additional Data from Social Record: On February 14, 1938, the practical nurse gave notice; on the following day the patient reported to the clinic. In conference with the doctors it was decided to admit her to the hospital for a period not exceeding one week, during which attempts were to be made to control the pain, and when the morphine dosage was regulated, the patient would be discharged to a nursing home. The patient accepted hospital admis-sion, no mention being made of nursing-home care at this time as it had not been discussed with the husband. Free hospital care was granted.
Mr. Kelly accepted the plan of nursing-home care and a nursing home was found for her at a rate of $20 weekly. Dr. L. agreed to advise the patient of the plan.
[Note: The medical student was seen before financial arrangements for the nursing home had been completed. The worker was to see the husband after the conference with the medical student, as it would be necessary to supplement Mr. Kelly Kelly would not be able to continue much longer-he has had little sleep, improper food, and there are so many difficulties; I believe he did not leave enough for the practical nurse to eat during the day. He thought she could get along with the same things as Mrs. Kelly, who is on a liquid diet. The strain of having the patient home cannot continue much longer.
Mrs. R. did tell me she would hesitate to take a patient who is mentally confused and difficult to get along with, although she might take Mrs. Kelly. Since then she has had another cancer case from the hospital. We would probably feel that having two would be pretty much for her to handle. Student-She will have plenty of difficulties with the one she now has, for this patient will not allow Mrs. R. to touch her and will not eat anything. If Mrs. R. would take Mrs. Kelly it would be ideal. M.S.W.-There are other nursing homes besides Mrs. R.'s; some not so good. We would not send Mrs. Kelly anywhere unless we were sure of the type of care she would get. There are nursing homes with which one has to keep in pretty close touch; they may be in charge of a practical nurse or a registered nurse, and some of them we have found from experience do not follow out the doctor's orders. As a result, patients are not given the care they need. There are a few that we definitely do not use, for these reasons. It might be possible to find others, but they would not Student-I think sending her home again is not going to last very long. Don't you have a feeling that he is going to get very tired of it? It will be more difficult to transfer her from home to a nursing home than from the hospital. Right now is the time to do it. Do you have a list of other nursing homes? M.S. W.-WVe have a list of twelve which we use. I sent you to Mrs. R.'s as it offers quite a contrast to the chronic hospital and also because it is fairly average, perhaps a little above the average. Student-How much do they cost? M.S.W.-About the same, probably $20 to $25. Financing is going to be a problem; Mr. Kelly earns $25 a week, medicine has been costing $4.50 a week, and if the physician increases the dosage it will probably be more. This department will continue to pay part of the nursing-home cost and will try to raise money from private sources, like clubs, to meet the other expenses. There are resources for raising money which can be drawn on without embarrassment to the patient. These resources will accept requests without insisting on knowing for whom the money is to be spent as long as a reputable agency is making the request. Hospital. Two months after this operation she was admitted to the hospital with symptoms of nasal obstruction and partial deafness of the right ear. At this hospital a diagnosis of epidermoid carcinoma (transitional-cell type) of the left nasopharynx was made. She was immediately treated with 200 r x-ray to each of 6 ports over a period of several weeks.
Just subsequently, the patient moved to New Haven because her husband had obtained work here.
About I year ago (1 year after onset) she had a constant dull pain throughout the left side of her face, and a swelling in the left cervical region.
When first seen at this hospital in the Surgical Out-Patient Department, physical examination revealed: (1) left Horner's syndrome, (2) drooping of the left angle of the mouth, (3) a firm, fixed, tender mass 6 x 3 cm. on the left side of the neck along the anterior border of the sternomastoid muscle. No tumor was seen in the nose.
There was no x-ray evidence of pulmonary metastasis. Kahn, blood, and urine normal.
She began to have pain in the left antrum which became increasingly severe, until in May, 1937, the pain involved the left cheek, eye, and temporal region. She was in the hospital for the first time from May 18, 1937 , to June 9, 1937 , when a confirmatory biopsy of an ulcerating mass in the left nasopharynx was done. Same diagnosis. She received approximately 1600 r to each of 5 ports. During this admission she also had an alcohol injection of the left 5th nerve with remarkably good results.
In June, 1937, x-ray examination revealed destruction of the floor of the middle fossa of the skull, and in July the enlarging nodes in her neck were treated with x-ray.
She went along fairly well for about two months, until at the end of August, a fall downstairs with possible injury to her hip led to an x-ray of the pelvis, revealing a metastatic lesion in the right ilium. She had very little pain during this period.
In September, however, she complained of pain in her left ear and in the small of her back. At this time her condition was described as bad. She looked pale and pasty. X-ray of her back revealed metastasis to the 9th dorsal vertebra.
Again, in November she was admitted for x-ray treatment of her neck, spine, and ilium, and was started on Schlesinger's Solution (scopolamine hydrobromide, morphine, and dionin, in distilled water-by hypo) for relief of her pain. She was markedly anemic (R.B.C. 30, Hgb. 52%).
She left the hospital to be home for Christmas (more about this later) and was not seen again until February 4 of this year in the Tumor Clinic. The swelling of her neck continues and the pain in the left ear is much the same.
On February 8, 1938, she came to the Tumor Clinic once more believing she was pregnant. Examination of her abdomen revealed some fluid and a few nodules in the peritoneal cavity.
She was admitted to the hospital again on February 15, for readjustment of her dosage of Schlesinger's Solution, looking much worse than she has at any time.
Summary: A 33-year-old, married, Irish woman with onset of carcinoma of the nasopharynx about 2 years ago with metastases to the brain, cervical lymph nodes, 9th dorsal vertebra, right ilium, and to the abdomen. Course has been steadily downhill in spite of vigorous x-ray treatment to the limit of tolerance. Treatment now is purely symptomatic. Prognosis: exitus within 6 months.
B. The Patient's Family and Difficulties:
The husband-Mr. Kelly is an honest, soft-spoken, sincere, long-suffering red-headed Irishman whose occupation is type-setter. His present income is $25 weekly and, up until a short time ago when arrangements were made by the social worker with the hospital authorities to suspend further payments on his already huge bill until after the death of the patient, he had been paying a certain amount ($8 weekly) regularly against his debt. Because of the constant drain on his resources he has found it necessary to incur, several debts, notably one of $125 which he owes his brother-in-law. There is an insurance policy of $500 on the patient, so that to all intents and purposes, he is still solvent.
Typical of Mr. Kelly's attitude toward the case (he is, of course, fully aware of the diagnosis and prognosis of his wife's illness) is the incident of Mrs. Kelly's discharge from the hospital just before last Christmas. The patient insisted on being home for the holidays and Mr. Kelly, anxious to please his wife, but against advice of the physicians in charge, arranged with the help of the Social Service Department to obtain a practical nurse to care for Mrs. Kelly during the day, and took over the responsibility of the night nursing himself, meanwhile continuing with his job in spite of the loss of sleep.
It might be well to mention here that in the past six months or so, there has been a complete change in Mrs. Kelly's personality, She has become increasingly irritable and difficult to please, occasionally suffering from clouding of consciousness, and becoming always more unreasonable in her demands, so that she is now a nursing problem par excellence. The end-result thus far has been that the patience of Mr. Kelly and the practical nurse (hired to take care of the patient) have been tried to the utmost. The nurse gave up after about six weeks' duty and Mrs. Kelly has been readmitted to the hospital, but Mr. Kelly seems ready and willing to carry on for some time in spite of the fact that he is dreadfully weary.
Patient's parents and family-Very little is known about the patient's parents and two brothers. Her mother has diabetes and dominates the family, the father being a meek and mild Irishman. For some time these parents took care of Mrs. Kelly's 19-month-old daughter, because she was obviously unable to care for her. Lately, however, the older brother, who had contributed to the support of the child, has taken the child into his home and wishes later to adopt the baby. It is this brother who has lent Mr Director-The plan in the case seems clear, as well as the reasons we made the plan? Student-One thing I had in mind was, I thought probably I might have stressed the interrelationship between the doctor and the social worker. Each plan we have made has been made only after we have conferred with the doctor and made sure it fits in as far as medical care is concerned. I am not quite sure that I have made that clear in the paper. That is something that is rather important as far as this patient or any other case is concerned. Director-I think that a good point. You may be practicing apart from a hospital and have no social service department as consultants. It is important to remember that the local social agencies are just as dependent on the local physician for medical recommendations to ensure that their plan is sound from the medical angle and social workers will confer with the physician on the case to secure his advice regarding the patient. This same sort of relationship which exists between the physician and the medical social worker within the hospital we would hope might be possible in the community between the private physician and lay agencies. The community social worker may have less of an understanding of medical terms and conditions because the medical social worker is specially prepared to work in medical situations, but there will always be some local agency to turn to if you were working as a private physician in a case like this. Students are often confused as to what they will do in private practice when they have no medical social worker in their offices. There will be nursing homes available but, of course, arrangements must be made for the payment. In private practice this problem comes up over and over again. The greatest difficulties experienced are in cases of cardiacs and other chronic illnesses. In any community in which you live you will find about the same kind of resources, to some degree or other, as you have seen here. Chronic institutions elsewhere may be better or worse, depending on the locality. I wondered you were not more concerned about the patient's relation to her family, namely, to her husband and her child. You did not mention the fact that there was a child living with relatives. One of the greatest complications in this case, as I view it, is the fact that there is a very difficult personality problem; the husband almost killing himself to give the care the patient feels he as a husband should give his wife. Is he making too great a sacrifice; is he, perhaps, even going without adequate food? Is there any need for us to discuss this with him? What she wants may not be what, for the good of all concerned, he should give her. I wondered, too, whether the devotion between husband and wife is so strong that to send her to a nursing home would be to him more disturbing emotionally than the physical strain of caring for her at home. Student-He does give one the impression of being very devoted and doing everything to help her. Director-If he is as "tied up" emotionally as he seems, what will be the effect of her death on him, especially if he does not have the child with him?
You did not say anything about the patient's feelings toward the child and of its being out of the city. Has the patient accepted this? Student-To some extent at least. Several times the baby has been brought to see her, and does not recognize her. I suppose she is more or less resigned to the fact that she has lost her baby. Director-Have these experiences been difficult for her? Student-Quite difficult. M.S.W.-The patient does not say anything about this but her husband has. One reason that she insisted on leaving the hospital at Christmas time was so that she could see the baby. She had not seen her since last summer, and that was her reason for wanting to be home at Christmas. Director-Here again, there is an important thing to consider. Is it more harmful to bring the baby to see the patient or is that an added burden which should be avoided? Is she ready to accept the fact that the baby will not be back for a time? Probably only the husband could indicate to us which would be less of a strain on the patient. I suppose that would not be so important in thinking of the medical care per se as it would be in considering the emotional factors in her illness. In the terminal stage of cancer it would not be so important as, for instance, in a heart case, in so far as the effect of emotional disturbance on the disease itself is concerned.
We ought to say something about the fact that death is not the end of the problem in this family. What is going to happen to this man when he no longer has a wife to be devoted to and what will be the final plan for the child? What effect has separation from the child on him? Student-He seems the sort of man who will be able to adjust. M.S.W.-He is prepared for it and can speak of it quite easily. Student-He realizes he will be foot-loose after his wife dies. Do you find he is prepared also to leave the baby indefinitely with relatives? M.S.W.-No, he is not deciding that until after the patient's death. Student-Depending on how her family will react to him at the time of her death? M.S.W.-Probably. He is the sort of a person who will not jump at conclusions. He wants to be sure he has thought it out carefully. He feels that he has so much on his mind now he cannot consider any other problems. Director-One step at a time. There are two or three things in the summary which could be enlarged upon. You do not conclude anything about the probable adequacy or inadequacy of the physical care given the patient. Some students might get the idea that the small tenement was inadequate from the environmental viewpoint for the care of patients with cancer. It is well to bring out more clearly that it was not so much the physical aspects of the home as the patient's personality which created the major problem. Also, are there other difficulties in using out-of-state cancer homes? Student-She is not aware of her diagnosis; to send her to such a home would involve telling her. She would then have some idea of her prognosis, and this would be difficult. Probably she knows now in a vague sort of way. M.S.W.-What about the distance of these homes from her husband? Student-The distance of travel for Mr. Kelly to see her? Director-Again, this close emotional tie, which would probably make her fear separation from him. He would probably not be ready to accept that either. Separation is one of the greatest problems in removing a patient from relatives and friends at a time when he wants to feel even closer to them than when he is well.
Also, the question of religion might enter in certain cases, since these homes are run M.S.W.-I think the cancer homes in Fall River and in New York are for incurables and will not take anyone who is not incurable and they are set up to give patients terminal care. They give no treatment other than that necessary to make patients comfortable, and terminal nursing care. They could not take any patient who might possibly need x-ray, radium therapy, or surgery later on. The Massachusetts State Hospital would have much more equipment than the cancer homes. These homes are really homes, not hospitals. Director-X-ray therapy equipment and other treatment facilities are very expensive and probably because of that they are set up as homes and not institutions. The same thing happened in the early care of patients with tuberculosis. They used to be cared for in private sanatoria, but when special equipment was required the difficulty of buying that equipment made it prohibitive to give this care. State sanatoria for the care of patients with tuberculosis are now far better equipped, generally speaking, than are the smaller private sanatoria.
Student-What do they charge in state sanatoria? Director-If a patient cannot pay, payment is made by the city responsible for the patient. If the patient can pay, he pays any amount up to $17.50 a week. In tuberculosis institutions $17.50 is about the average weekly rate. The difficulty of families paying for the care of patients with cancer and tuberculosis is that they are both long-time problems, the patient sometimes staying months in an institution, and whereas a family might be able to pay for a short time it cannot pay for so many weeks. There is an increasing tendency now to separate chronic hospitals from almshouses.
You would be interested in the whole history of almshouses which shows that there has been real progress in this area. Often communities feel that to give old people shelter and food is enough, and the sooner the old folks are out of their misery the better off they are, as well as is the community. It is always more difficult to raise money for chronics or old people than for children, because the problem is less constructive. A frequent question raised is-why continue an unhappy and sick individual's existence unnecessarily.
Before we had Old Age Assistance, almshouses had larger censuses, with more able-bodied people than are now there. It is a helpful thing from the point of view of the old person to have Old Age Assistance rather than to go to an institution; they are much happier. If they cannot care for themselves, the next step, at present, is this kind of an institution. If you are interested in this, there is reading material on the almshouse problem. The hope, though, seems to be to try to divorce the almshouse from the chronic hospital.
[There was further discussion regarding chronic hospitals, the cost of such, the availability for teaching, the location, etc., and the community's responsibility to make certain the local resources are adequate.] Director-Have you any questions about the problem of supplementary relief? Student-The medical social worker explained that. Director-There again, it is difficult to raise money for the care of a chronic patient; for a young child it is much easier. The easiest type of case for which to raise money is the crippled child. That arouses sympathy. Have you thought anything about the difference in the cost to the community between giving care in an acute hospital and in a nursing home? Student-No. I indicated one point that is obvious-that the patient cannot stay in an acute hospital. It would be interesting to know as a contrast the cost of the patient in a nursing home and in an acute hospital. I should think the acute hospital would be much higher. Director-If she were to pay her own bill on the ward, it would be $21 a week and extras. In a nursing home it is $20 plus extras. It looks as if the costs were about even. To the family it would really cost more in a nursing home, as in the hospital the medicine is included in the rate. If they were not getting supplementary aid from us it would be about $3.50 more a week in a nursing home because of the medicine. Student-Where are you getting the medicine? M.S.W.-We are getting part of the medicine through the Dispensary; morphine is given free from the Dispensary to patients if they cannot pay. The other medication is supplied by the husband. The cost of the morphine would be about $3 a week were the husband to pay for it.
Director-That is on a prescription by our doctor. M.S.W.-That means the doctor has to write a prescription three times a week, which we get filled in the Dispensary. Director-If it costs more to take care of a patient in a nursing home than in a hospital, why do it? Student-I don't know, except that you need hospital bed space for acute cases.
Director-What the family pays is not the cost to the community-it actually costs the hospital $46 a week; the patient pays only $21 and extras. So an acute hospital costs more to the community. It is set up to take care of very sick people; there are more hours of nursing service, a house staff, special equipment, etc. The nursing home costs the second highest because they are run for profit; the cheapest way is the chronic hospital. A chronic hospital has different personnel from an acute hospital and less of it. A chronic hospital could be run for $2.50 to $3 a day, while our costs are about $6 to $7 a day. It is economically sounder to support a chronic hospital than to expand an acute hospital to meet the need for care of chronic cases. Hospitals used as teaching institutions always have higher costs because everything is done in the way of complete study. Usually no x-rays considered advisable are dispensed with, and all diagnostic facilities are used. All of this is a very great asset to the patient. Student-Clinic patients get x-rays cheaper than ward patients. How is that difference made up? Director-In part by funds secured from the Community Chest. Each year the Dispensary has a deficit which has to be met by various methods. Since the charge of an x-ray in the Dispensary is not the cost, the difference helps to increase the deficit. Student-How does Mrs. Kelly like the new nursing home? M.S.W.-She was shifted on Monday, is very well satisfied and has no complaints. It is on E. Street. It is a home that is filled with chronic patients and she has a room of her own. No one bothers her. If she wants company, she seeks it; if not, she stays alone. The room is warm and so far everything has gone along very well. Student-How long will it last? M.S.W.-The patient realizes there is no other place where she can go. All other resources have been exhausted. Only two homes would consider taking her. She has been told very definitely by her husband that she is not to be moved again. She seems to have accepted that.
Director-Basically the major problem is her personality.
Student-I gather that is a large part, too, not a functional thing but organic. Director-If it is organic, we will have to anticipate that it will become worse, will we not? Assuming for argument that this family had a perfectly adequate home and assuming that this was a private case, you would still have the problem of this difficult woman. You, as a physician, would have to decide whether it was for the good of the majority in the home for the patient to remain there, upsetting the whole household, or whether it would be better to take her out of the home. By and large it is better not to tell them. In the case of young people with Hodgkin's disease, with a prognosis of one or one and one-half years, they are probably better able to stand the shock and would prefer knowing, especially where they are not particularly ill. I cannot make up my mind on this question where people come in to clinics, are hopeless, and do not realize how near death they are. You cannot make any rule. I find in many cases the family can be told, as they know the individual's peculiarities, and are in a better position to know. Director-In that do you mean that with a given patient you might recognize the fact that he was a pretty independent person, would like to manage his own life, and would resent not being told, whereas in other cases the family would determine the best course of action? Student-There are clear cases where you have to tell patients,-cases where a patient would like to make arrangements before he dies, knowing that he has only a short time to live, to make a will, etc. Director-We are faced with difficult situations, for example, the patient of a private physician wanted a private room, but had no money. He said he knew when he left the hospital he would be able to pay off his indebtedness to the hospital when he went back to work. He had a cancerous condition that was terminal. We knew there was no chance of his going back to work.
The patient was acting on an assumption that was false, and was planning accordingly.
Student-Did you tell him? Director-We asked that he talk with the doctor. He accepted the doctor's recommendation for ward care on the basis that it would be a long-time case. It was very difficult for us to help the patient to make a sound plan for his own care and in regard to his property. He clings to the idea of being restored to a normal place in the community. Student-In cardiacs who have had two coronary accidents, the text-books show that no one survives the third, and you have to be careful in handling the patient. You have to indicate that if they have another it will be the last and they should adjust their life to the situation. Director-A patient who is really seriously ill senses it from various things. One man told, after the doctor took hold of his hand, that he knew he was going to be blind, because of the way the doctor held his hand. A patient is very quick to size up and is especially sensitive to any dodging of a question. A man in one of the wards said to the doctor, "Do you think I will ever go back to work?" The doctor said, "Aren't you having a good time with us?" The man told his relatives he knew there was no hope. Often evasiveness gives the patient his answer. We sometimes are fooling ourselves instead of the patient. Often the definiteness of knowledge is a great relief. The physician may hold back because of the hopelessness of it or because it is difficult to make the prognosis. [The Director discussed patients with tuberculosis, who, in early years were not told their prognosis, probably because of the hopelessness of it, and that similarly as treatment for cancer advances, we may feel differently about telling the patient his condition.]
Well-do you think you got something out of this experience? Student-I certainly did. I got much more than I thought I would. I was biased in the first place. We tend to underestimate the value of the service of an organization of this kind. There have been a tremendous number of questions answered. I never knew they existed or thought of them. Director-We are interested in having you understand all the aspects in a case, especially what in the social life of the individual is of such concern that it may be a handicap or an asset to the individual in his medical care. In the treatment of almost any patient there are some social and psychological elements that play their part in the physical condition of the patient. Student-We have had such a case-a young lady with three children. Her husband is a hopeless alcoholic and she has been bothering the various clinics for several years. Today she came in and had pains in practically every part of her body. There is nothing we can do medically, the only thing is to shift her to the psychiatric clinic and hope that something will be done to relieve the situation. The case looks so discouraging. Additions to the Student's Paper The student then added the following points which he discussed in seminar, but did not elucidate further in his paper: 1) The baby. 2) In general, can one remove people from their environment to cancer homes? 3) Can families with limited funds care for cancer patients at home? 4) The Social Service has helped tide Mr. Kelly over difficulties by (a) finances, (b) getting practical nurse, (c) investigating and suggesting nursing homes, and (d) being instrumental in putting her in one to stay.
Conference wsth Professor of Public Health
The student went over his paper with the Professor of Public Health, who discussed public health aspects of the problem and how to present the material in the seminar. Summary of Seminar.
There were present the following persons as discussants, Professor Hiscock, Professor of Public Health, who has charge of the seminar.
Dr Prof. Hiscock-We are taking up the symposium cases in relation to surgery and public health, dwelling on, for illustrative purposes, cancer.
We have had in New Haven for five years a clinic service which was also associated with the New Haven Cancer Committee. This committee in New Haven was started because the physicians, Health Department, nursing services, and social agencies were becoming more and more aware of an increase in cancer in this area. Whether this increase were real was not the question, but the fact that we were having 200 deaths a year indicated a problem of considerable importance. We were not clear about a good many aspects of the problem. It was evident from reports from different places that people were not cancer conscious; neither were many family physicians extremely interested in cancer.
Over a period of five years it has been possible to assemble all of the records on cancer from the three hospitals in this City. The Committee has also carried on educational work for both lay people and professional groups, and its work has had an important bearing on the problem of cancer locally and in the State. There is now a Cancer Division in the State Department of Health.
Over 100 physicians in the last few months have approached this division to try to get help in locating previous cases. The division has records since 1920 of a good many of the cancer cases in the State.
The local committee work was absorbed by local agencies to quite a degree and fact-gathering has become part of the State work. Special committees of the State Medical Society were appointed to gather facts as to the number of cancer cases in this State. A new committee is particularly interested in the chronic, indigent cases, with the idea that we may be able sometime to realize the facilities which we should have for caring for such cases.
Case Report by the First Student was Read (summarization follows):
This was the case of a 50-year-old, single, Lithuanian man treated in the Tumor Clinic for lymphosarcomatosis. His prognosis was hopeless, as the disease was generalized. He received x-ray therapy in the clinic. He was referred to the medical social worker because he had no relatives and no food and was unable to work. The patient lived alone and had relied on friends for casual assistance which could not be expected regularly. He had been an unskilled laborer, but had always been able to support himself until this illness. He had no savings. Arrangements were made for public relief to be granted him in his rooming-house as long as he was able to live outside an institution, the patient later to be admitted to the chronic hospital which was part of the almshouse. The patient, however, resisted admission to the almshouse and died at home.
Prof. Hiscock-This case brings out the community resources, also the fact that there may be some complications in social problems as well as in medical problems. Both of these cases represent more or less the complex type of problem. Mr. S. is going to give a presentation which will illustrate one more side of this picture, and bring out additional points.
Case Report by a Second Student was Given (as previously described) Prof. Hiscock-Reference was made to the position of the Visiting Nurse Association in regard to follow-up of cancer cases.
[Addressing the representative of the Visiting Nurse Association]: I wonder if you would tell us how much of a problem cancer seems to be in the Visiting Nurse Association program at present; also if we have interpreted correctly your position in regard to this case.
Miss Reeve, V.N.A.-During the year we have had 70 or 80 cancer patients.
The care of a cancer patient is a very difficult problem because of the length of time that is involved. If a patient can be cared for at home, but needs some skilled nursing care, we go into the home although this means giving a great deal of time to one patient. If we can make any sort of arrangement with the family to give adequate nursing care we do so, otherwise the visiting nurse is glad to help.
I do not know this individual situation. which had means, supplying money for paying nurses, etc., that probably would be the best thing for her. As she does not have, if we had a cancer home for her it seems to me it would be the best place for her. As we do not have such an arrangement, a nursing home is a much better arrangement than being in her own home.
The first case came very early in his illness. He has the type of cancer which is not curable, as far as we know. His prognosis is hopeless and he has not long to live. Living the way he does on H. Street is far from ideal. The chronic hospital would be the best place for him.
Food is an important factor in these cases. We see people who come in and have an inadequate diet, whether from necessity or choice we do not know. Some have no money for proper food. Dr. Oughterson has been doing Vitamin C studies on our Tumor Clinic patients. Prof. Hiscock-Dr. Lawrence spoke of the importance of diet in treating patients--orange juice, liver, iron, etc. which are needed. It is interesting how nutrition comes into so many discussions, such as prenatal cases, tuberculosis, and now cancer.
We will take a minute or two aside to see what is happening in the Tumor Clinic. In treatment, a most important factor is the help which can come from a good cancer clinic. We think we have such a clinic under Dr. Oughterson.
[Prof. Hiscock asked that a report be read showing the important data and statistics regarding the Tumor Clinic. Report read by Student C.] Dr. Oughterson-Patients now come to the tumor clinic in an earlier stage of disease than formerly. This is particularly true of cancer on the surface of the body, such as the skin and breast. Cancer of the internal organs has not changed to such an extent although here, too, there is a tendency to earlier diagnosis. This has been brought about by the educational program and the more extensive use of the x-ray in diagnostic procedures. Patients with suspicious lumps in the breast now frequently come to the clinic in such an early stage of the disease that diagnosis is exceedingly difficult and the signs and symptoms as given in the text-books are of little use. This is the result of the educational program. There is still, however, much work to be done in the education of the laity and the physician. The cancer pamphlets written by the State Tumor Committee are an effort to place in the hands of the laity educational matter so that they may recognize some of the early signs and symptoms for which they should consult their doctor.
Early diagnosis of internal cancer is largely an economic problem, owing to the high cost of x-rays. It is likely to remain an economic problem unless some cheaper and simpler method of diagnosis is discovered.
The modern diagnosis of cancer requires laboratory procedures, usually not available to practicing physicians. It should be one of the functions of tumor clinics to render assistance to private physicians in helping to diagnose cancer. This we endeavor to do, and treatment is instituted only at the request of the physician. The tumor clinic thus functions both as a consulting service and, if the physician desires, it may also direct treatment. Dr. Linde-The Health Department can play, perhaps, two important parts in cancer control. One part that was played by the Cancer Committee was the gathering of all sorts of data, making them available for people who wanted to use them, such as public health groups and hospitals. It made such an important contribution to the field of cancer control that the State Medical Society saw fit to support the idea of a Division in the State Department of Health which would make it possible to do a more complete piece of work, not confined to one particular locality. The Health Department makes some contribution when it acts as a sort of hub to disseminate knowledge and to get all agencies interested in gathering necessary statistics. We are handicapped by not having the Vital Statistics Department more closely associated.
Our greatest contribution to this field is that of public health information. In our last three broadcasts we have given emphasis to the importance of seeing the doctor early, and we hope to have reached people with symptoms that might be controlled by so doing. In a department like ours, that is the best we can do at the present time. Student-The patient may be just about able to pay the $2 for doctor's fee. The doctor may suspect a cancer, and the patient cannot afford a gastrointestinal series. Dr. Lawrence-Most people who are unable to pay the doctor are admitted to the clinic. The doctor is privileged to release the patient to the clinic. Through the Dispensary they can get Dispensary rates on x-rays. Miss Rice-These two cases which were presented show very interesting contrasts. The second case was that of a woman with strong family ties, very dependent on her husband and her husband on her, and this very dependency caused part of the problem in the care of the patient. The care which the husband was rendering to the wife, if carried on much longer, seems to indicate that it might result in his physical breakdown. By leaving with him so much responsibility for the care of the child and the patient, we had to be careful not to make another chronic invalid of the husband. To what extent was care at home important to the patient? In an attempt to take care of the chronic patient, the very care of that patient may be harmful to another person. In order to take care of a patient in the home, sometimes children will suffer and so it is important to consider the problem of care of the patient both from the physical and psychological angles.
The usually inadequately heated, inadequately kept, rarely clean, and often with inadequate bathing facilities. The men get their food outside in a restaurant using a meal ticket provided by the City. They shop around from one restaurant to another. This is, of course, very difficult for patients who are on a special diet; cheap restaurants do not serve the kind of food that special diets require. There is great difficulty with salt-poor diets, for cheap restaurants use a great deal of salted foods, so to get a salt-poor diet for a patient living on a meal ticket is a problem. In such cases we try to get the relief department to put in more money to allow the patient to live in a house where he can get his food, and then give instructions to the woman in charge regarding the diet. This is not always acceptable to certain men who have a tendency to trade their meal tickets for such things as liquor.
The question regarding the cost of nursing homes was passed to me. Nursing homes existed before, but increased markedly during the depression. Persons having a house wanted to use it profitably and so many women who had a spare room would take in some one to care for. The nursing homes vary in equipment, personnel, and furnishings and they also vary in price, ranging from $8 to $150 a week. The average nursing home, managed by a trained nurse, provides fairly adequate care, and costs about $25 weekly.
If a patient needs less care and no trained nursing, it is perhaps possible to get adequate care for $15 to $18. If any one takes a patient for less than $15, and if that patient needs some kind of bed care, the service in the nursing home should be carefully observed. In observing a nursing home we find it helpful to secure from the Visiting Nurse Association their opinion of the home. If a patient is going to a home where there is not a trained nurse, the visiting nurse is willing to help to teach nursing care to the practical nurse in the home. Usually nursing homes are run for profit and this is to be remembered in making arrangements. It has been known that a nursing home persuaded patients to sign over their money with the promise that the nursing home would take care of the patient for the rest of his life, and then the patient got less care. The worst nursing homes are very poor; the good ones are very good; the ones in between should be observed. As a physician, the woman in charge will try to have you say when you will visit the patient. Of course, the woman in charge has a special reason for wanting to know when you are going to come. It is wiser to drop in at irregular hours. We find the woman "sticks like glue" while we are there, so if you can arrange to talk to the patient alone you may get all sorts of information which may indicate the need of moving the patient to some other home. Nursing homes are not charitable in nature, so it is to be expected they should be studied. and watched carefully. It is best to have the family select or approve the home, so that if anything happens the responsibility is theirs. If a home takes a certain number of persons, most states require that it be licensed.
There is usually no charge for this and as a rule some one from the Department of Health inspects the home once a year.
On the question of private physicians sending patients into the clinic for x-rays or diagnosis: Many clinics have a rule that a patient who is coming to a Dispensary must be discharged to the dispensary. In other clinics there is a possibility of taking patients for diagnosis only, providing the patient is not able to pay for diagnostic service. After the diagnosis is made the patient is returned to his private doctor. In our clinic, a private physician may say a patient cannot pay for private diagnostic service and that he himself is treating the patient free. He feels somewhat at a loss to know what the trouble is and he sends the patient to the clinic for diagnosis. The patient is admitted then for diagnosis only, and the medical history so marked. This is a rather lenient clinic arrangement. If the patient is able, he pays the clinic charges.
The cost of a gastro-intestinal series for Dispensary patients is $10. After studying his income and expenses the Admitting Office decides how much the patient can afford to pay. If necessary, the x-ray is free or the patient pays the amount decided upon up to $10.
The social aspects of cancer are primarily as follows: First, to follow up all early cases. There should be some one in the clinic who assumes the responsibility for intelligent follow-up, interpreting the need to the patient and persuading him to come back to the clinic as indicated. Often patients do not feel sick; they do not know they are suspected of having cancer and since they feel better and are in no pain, they do not see the need of returning. The present tendency not to tell the patient his suspected diagnosis makes it difficult to get the patient to come back unless he knows how necessary it is. Also, since the patient does not usually know that the prognosis is poor, he may even think he is going to get well. For example, in order to persuade him to go to an institution, we may be pressing him to accept chronic care for which he does not see the need. Sometimes a plan has to be postponed until the patient is convinced that he is not coming along very well. Then, too, when a patient does not know his prognosis he often goes about from doctor to doctor, and then as he gets worse and worse, he shops around even more. We occasionally find this has been the case. The patient believes that somebody can do something for him. When he does know his diagnosis, it is sometimes a pretty terrific thing, but many times we find the patient has already suspected the truth.
The attitude of the family toward the patient is a difficult one to handle. The family is usually fearful the minute the diagnosis is told to them. Many still feel a certain amount of shame toward a diagnosis of cancer; they may even have a fear of contagion. There is, of course, a tendency for the family to be over-protective of the cancer patient and to shower him with attention and sympathy.
The inadequacy of resources for cancer patients has been well covered in the reports. The free homes available in this area are run by the Catholic Church and so some non-Catholic patients hesitate to accept them. In order to go to a cancer home the patient must know his diagnosis, for the words "cancer home" are engraved over the front door of some. The nearest one to us is in Fall River. There is the question of separating the patient from the family and home at a time when the patient needs them most and wants his relatives and friends around him. Except for patients without families, it is rather impossible and usually inadvisable to use a resource so far distant from the patient's relatives that they cannot visit frequently. Also, with patients having terminal care we have the problem of what is going to happen to the family after the death of the patient. When Mrs. Kelly dies her husband will be relieved of a heavy responsibility and he will need advice and moral support temporarily. A permanent plan for the child is important and he must be helped to face what will be the wisest plan for the child. When a mother of a family has incurable cancer, the plan for the care of the family after the mother's death is part of the social problem. These two cases do not bring up all of the social problems in the care of patients with cancer, but they have shown some of the very difficult ones. The social aspects of cancer seem clearly illustrated by them and the interrelationship of these social factors and medical care seem very close. Dr. Winslow-These cases are most disheartening, both from the medical and socio-economic aspect. The only bright side of the picture is the attitude of the Medical Social Service Department in regard to the two case histories.
I would only add that both cases emphasized the crying need for an institution for chronic cases of disease. The lack of such an institution is perhaps the most serious gap in our health and medical machinery. In an institution of this kind one is apt to forget that the patients we are treating have social and psychic problems, as well as somatic complaints. This last became increasingly evident in this case, especially when it was realized that very little could be done, either surgically or medically, to alleviate her suffering. It was at this point that the patient became a problem beyond the scope of a hospital of this kind, and were it not for the fact that an organization existed which was interested in problems such as this, Mrs. Kelly and her husband would undoubtedly have had a stormy time of it indeed.
The need for a hospital equipped and built to care for the chronically ill in this community, as well as throughout the state, has been very forcefully demonstrated while studying this case, as have the possibilities for its satisfactory solution. We 5. The lack of adequate community resources for the care of cancer patients. 6. The psychological problems in cancer, such as the effect on the patient of knowing or not knowing his condition and the effect on the family of anticipating the patient's death. 7. The use of nursing homes by private physicians. 8. The availability of social agencies for assisting private physicians with social problems. 9. The possibility of preventing the occurrence of other problems, such as undue strain on other members of the family.
Statement of Professor Hiscock as to the Contribution of the Medical Social Worker in this Teaching The Medical Social Worker occupies an essential position in the program of instruction of medical students in the public health and social aspects of medicine as developed in the Yale University School -of Medicine. That the medical student is increasingly recognizing the aid derived from conferences with the medical social worker and from the use of information regarding the cases followed up is shown by the fact that many students now-express regret if the case assigned is one which does not bring them in close contact with this Department. In such instances, such a student may wish to consult one of the case workers regarding some aspects of their problem, even if the department has not previously worked on the case. It has become generally recognized that Medical Social Service has a contribution to make in giving an insight of the family background and of the interrelationships of clinical and other factors of value to the physician.
The illustrative case discussed here is in one of ten major fields explored in the course of our conferences: Communicable diseases, syphilis and gonorrhea, tuberculosis, prenatal and obstetrical care, child hygiene, nutrition, industrial hygiene, mental hygiene, heart disease and rheumatic fever, and surgery (including cancer, orthopedics, and dental care). We conduct, in a way, a health and social survey of the community, emphasizing problems which the physician meets in private practice and the resources upon which he may call, as well as his own responsibility. The medical social worker helps: (a) In giving the student a clear conception of the varied factors underlying the immediate condition of illness or incapacity, seen in the dispensary or hospital or associated with industry; (b) in providing opportunity to consider the causes operative in a given family situation and the methods by which a condition might have been prevented; (c) in interpreting the relationships of clinical, public health, and social factors (many of them complex); and (d) in outlining next steps to improve a situation or meet a problem, utilizing the various community resources. Specifically, the medical social service worker aids materially in giving a viewpoint of the family background and of the service of other community agencies which may aid the physician in his practice later, in arranging for a home visit and sometimes in preparing the family for such a visit, in clearing with other community agencies and in arranging for a visit with a representative of another agency directly concerned with the family problem. In the selection of cases, the medical social worker, together with the clinical departments, is very helpful. It is necessary to select cases which illustrate problems in families of various economic and social levels as well as illustrating various types of clinical and public health problems.
Finally, in the class conferences when cases are presented, the medical social worker is invaluable as a consultant. She helps to correct erroneous impressions regarding social problems and the contributions which medical social service has to offer; she has information regarding local and state resources, she answers, in a constructive manner, the many and varied questions which arise, and at the end of each class discussion, she helps in summarizing the many factors involved so that the students are left with an idea of what can be done by a positive approach and with a conception of the results to be attained by the application of sound measures. Such a conclusion to a session dealing with complex medical and social situations leaves a student with an encouraging challenge so vital to progress and understanding.
Other Teaching Experiences suith Medical Students in the Social
Component in Medicine During the third and fourth years the medical students are having their clinical experience. At this time in various ways the student comes in contact with the social worker, either directly on cases on which both are working, when the student uses the social worker as a social consultant, or in more formal ways which will be explained.
Perhaps the best teaching experience for the student in the social aspects of disease is the dose working together with the social worker on a case in which he is deeply interested and concerned as a clinician when he senses the difficulties the patient is experiencing and grasps the situation clearly. We hope to use these dinical experiences more advantageously in our teaching program. Supplementing the conferences with the student and his instructor on a given case, social summaries are placed chronologically in the medical history, along with the medical notes, in order that the student may realize the interrelationship of the social and medical factors at a given moment. An effort is made to give sufficient social facts so that the student can follow logically the deductions and conclusions made by the social worker, in order that he may learn to evaluate certain social data.
Other more formal methods have been tried and now and then are used, as occasions arise, with more or less success depending on the material used. Clinical conferences with students have been held in several departments. These have worked best when the plan was the instructor's and the social worker was asked to participate by adding her knowledge of the case being discussed. This has shown the students clearly the integration of the social treatment with the medical care of the patient and has correlated the social factors with the practice of medicine. This seems a far better method than that of isolated lectures given by the social worker to students, for it adds the possibility of integration which seems of basic importance. In similar ways staff meetings of departments have been used and again the value was greater the more the social was interrelated in the discussions of the medical problems. Ward rounds seem to us a less valuable method because of necessity they are hurried, allow for little discussion, are unwieldy in numbers, and the material the social worker has to contribute is frequently of such a nature that it cannot be wisely reviewed and discussed in the ward or the corridors. These are all, however, possible methods and each has a contribution to make in a teaching program. However, the greatest contribution in formal teaching seems to come when the social worker is naturally a participant in the staff's presentation and where her findings and recommendations are presented as a complementary and integrated part of the total presentation. The student then sees the social component more clearly as a part of medical practice.
